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Introduction
Aneurysm of the cœliac artery is a rare vascular
problem representing 4% of visceral aneurysms. Its
natural history appears to be one of expansion and
rupture,1 in which case a high mortality rate is to be
expected. Because of this, intervention has tradition-
ally been recommended. This paper presents a case of
a large cœliac artery aneurysm treated by open
surgery.
Report
The patient, a 76-year-old man, was referred to our
vascular unit in October 2002. The case history
revealed a thoracic aortic aneurysm (5 cm in diameter)
and a cœliac artery aneurysm (3.5 cm in diameter), as
diagnosed by a CT scan in 1998. A new CT scan
revealed a considerable enlargement of the cœliac
artery aneurysm from 3.5 to 7 cm (Fig. 1(a) and (b)).
The thoracic aortic aneurysm also showed an enlarge-
ment but of lesser magnitude (from 5 to almost 6 cm).
The cœliac artery aneurysm was given the highest
priority. We decided that open surgery would be the
most favourable way to exclude the aneurysm.
The patient was operated on through a midline
incision. The pulsatile mass was easily identified.
Access was gained through the lesser sac with division
of the crus of the diaphragm. The suprarenal abdomi-
nal aorta was identified together with the cœliac,
hepatic and splenic arteries. A vascular clamp was
applied to achieve a partial tangential clamping of the
aorta. The hepatic and splenic arteries were clamped
and the sac of the aneurysm opened. An externally
supported 8 mm PTFE-graft was anastomosed end-to-
end to the cœliac artery and the hepato-splenic
junction (Fig. 2) and, finally, the aneurysm sac was
wrapped around the vascular graft. The patient’s
recovery after the procedure was slow but uneventful,
and he was discharged 4 weeks later.
Discussion
Cœliac artery aneurysms are rare. In the literature, we
have found 179 reported cases. Graham and associates
have carried out the largest review of this type of
aneurysm.2 Their report included 108 patients,
divided into two groups. The first group consisted of
60 patients from the historic era (1745–1949) and the
second group of 48 patients from the contemporary era
(1950–1984). In the historic era, the most common
etiological factor was syphilis (31%), and the cause
was unknown in 52% of the cases. The diagnosis was
usually made post-mortem. In the contemporary era,
the nature of the aneurysm was unknown in 42% of
the patients. Luetic origin was not noted during this
period. The major causes were atherosclerosis (27%)
and medial degeneration (17%). Aneurysm of the
cœliac artery is often associated with other aneurysms,
and aortic aneurysm is reported in 18–44% of the
cases.2,3 The male/female ratio has changed over time.
Prior to 1950 the ratio was 9:1.2 Later figures indicate a
ratio of 2:1.4,5
Symptoms associated with cœliac artery aneurysms
vary. The most common seems to be abdominal pain
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or discomfort. Other symptoms are related to com-
pression by the aneurysm on surrounding structures,
such as the hepatic ducts, resulting in jaundice. Less
common symptoms are dysphagia and anorexia. Some
patients, however, are asymptomatic. Diagnosis is
established with CT or MR. Angiography may be of
value. The increased use of CT and angiography
means that more asymptomatic aneurysms are being
found.
The question of when and how these aneurysms
should be operated on has been discussed. One
problem has been the inability to predict the risk of
rupture, and the factors that may stratify this risk have
still not been identified.3 Of 179 reported cases in the
literature, 94 have been surgically treated. The
contemporary recommendation is that all patients
should be offered elective surgery with the exception
of high-risk patients,5 and cases with aneurysm of
below 2 cm.3 This is based on mortality figures
associated with rupture, which are reported to be in
the region of 40–100%,2,4 while mortality in elective
surgery is approximately 5%.2,5
The operative approach is varied. The most
common technique has been resection of the aneurysm
and revascularisation, either with direct anastomosis
or prosthetic or saphenous vein graft. Aneurysmor-
rhaphy has been used in selected cases. Ligation with
or without revascularisation is another option, which
seems to be the preferred method for ruptured
aneurysm. Exposure can usually be obtained through
a midline incision, through the lesser sac or using
medial visceral rotation.
The endovascular treatment possibilities include
coil embolization and stent grafting. Coil embolization
offers the possibility of treating larger aneurysms by
filling the aneurysm itself or by occluding only the
neck of the lesion. Complications seem to be rare.6 We
have found reports regarding endovascular stent
grafting of cœliac artery pseudoaneurysm7 and
regarding exclusion of cœliac artery aneurysm by
placing a modular stent graft within the abdominal
aorta at the cœliac artery orifice.8 In our search of the
literature, we have found a relatively small number of
Fig. 1. (a) The cœliac artery aneurysm is shown preopera-
tively in a sagittal 2D MIP-view. (b) The cœliac artery
aneurysm is shown in a 3D reconstruction. A, cœliac artery;
B, hepatic artery; C, splenic artery.
Fig. 2. Shows a postoperative 3D reconstruction. A, PTFE; B,
splenic artery; C, hepatic artery.
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reports regarding stent grafting as a treatment for
cœliac artery aneurysm, which indicates that this is an
unusual method. The development of endovascular
techniques is likely to be an expanding field and one of
the major advantages is the minimal invasiveness,
which is especially important in poor surgical risk
patients. Thus, an alternative method for the treatment
of our patient would have been to stent the aneurysm
and to close the splenic artery using coils.
The management of this kind of aneurysm must be
considered on an individual basis, since there are no
absolute guidelines. In our case, the size of the
aneurysm and the rapid expansion were the grounds
on which our decision to perform an open operation
was based.
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